INTRODUCTION AND OBJECTIVES: Office evaluation and management (E&M) visits are the most common physician services and accounted for approximately $23 billion in Medicare spending in 2017. Currently, these visits are reimbursed according to visit complexity at 5 levels. Recently, the Centers for Medicare & Medicaid Services has proposed setting one payment level for all level 2 through 5 visits. This change, they propose, will help simplify billing and documentation, reduce the potential for fraud, and have only a minor impact on physician reimbursement. However, the impact on different types of physician practices is not known. Therefore, we aimed to assess the effect of this policy change on Medicare reimbursement for urology practices.
INTRODUCTION AND OBJECTIVES: Office evaluation and management (E&M) visits are the most common physician services and accounted for approximately $23 billion in Medicare spending in 2017. Currently, these visits are reimbursed according to visit complexity at 5 levels. Recently, the Centers for Medicare & Medicaid Services has proposed setting one payment level for all level 2 through 5 visits. This change, they propose, will help simplify billing and documentation, reduce the potential for fraud, and have only a minor impact on physician reimbursement. However, the impact on different types of physician practices is not known. Therefore, we aimed to assess the effect of this policy change on Medicare reimbursement for urology practices.
METHODS: Using a 20% sample of national Medicare claims data linked with the Medicare Data on Provider Practice and Specialty file, we identified all group practices with at least one urologist in 2015. For each group, we characterized group practice type (solo, single specialty, or multispecialty) and academic affiliation. For each practice, we examined all office E&M visits and calculated current payments as well as hypothetical payments under the proposed policy. We then determined the change in each practice's Medicare revenues and used multiple linear regression to identify predictors of decreased revenues.
RESULTS: We identified 2,822 practices: 1,033 (36.6%) were multispecialty groups, 1,372 (48.6%) were solo groups, and 417 (14.8%) were single specialty urology groups. As a result of the E&M payment change, half of urology practices would earn at least 1.3% higher Medicare revenues. However, there was considerable variation, with the potential impact ranging from -42% to 56% of total Medicare professional fees. In total, 37.6% of practices would have reduced Medicare revenues and 11.7% of practices would lose more than 5% of their Medicare payments for the year. Academic medical groups were primarily multispecialty groups and accounted for 116 (4.1%) practices. The majority of academic medical groups (63.8%) would have reduced revenues (Figure) .
CONCLUSIONS: On average, urology practices stand to benefit from the proposed change to E&M reimbursement. However, groups with a high proportion of level 4 and 5 office visits, particularly academic medical groups, will have significantly diminished Medicare revenues.
Source of Funding: This work was supported by NIA R01AG048071 (BKH) and NCI F32CA232332 (PKM)
PD67-02 CORRELATION OF RELATIVE VALUE UNITS WITH SURGICAL COMPLEXITY AND PHYSICIAN WORKLOAD IN UROLOGY
Zoe Gan, Case Wood*, Allison Deal, Chang Xu, Yue Wang, Angela Smith, Raj Pruthi, Chapel Hill, NC INTRODUCTION AND OBJECTIVES: Work relative value units (RVUs) represent a metric of physician productivity, but the correlation between RVUs and surgical complexity remains poorly understood. Our primary objective was to define the correlation of RVUs with measures of surgical complexity and physician workload in the field of urology. We hypothesized that RVUs would correlate poorly with these measures. Our secondary objectives were to 1) identify procedures with outlying RVU values for their measures of surgical complexity and workload and 2) calculate projected RVU values for these procedures.
METHODS: We retrospectively reviewed the 2012-2016 American College of Surgeons National Surgical Quality Improvement Program (NSQIP) databases, from which we selected 56 current procedural terminology (CPT) codes representing the spectrum of urologic surgery. Linear regression was used to correlate RVUs with length of hospital stay (LOS), operating room (OR) time, morbidity, mortality, serious adverse events (SAEs), and readmissions. Variables with R2>0.7 were incorporated into a multivariable model. Studentized residuals were used to identify outlying procedures. For outlying procedures, projected RVU values were estimated based on the regression model. Outlying procedures identified using the multivariable regression model were retroperitoneal lymph node dissection (projected þ10.64 RVUs), laparoscopic partial nephrectomy (projected -6.83 RVUs), laparoscopic ureteroneocystotomy (projected -6.78 RVUs), and cystectomy with bilateral pelvic lymphadenectomy (projected þ6.54 RVUs).
CONCLUSIONS: In urology, certain measures of surgical complexity and physician workload appear to correlate with RVUs more than others. Incorporating objective data may improve RVU assignments for individual CPT codes in the future.
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